Abstract Whilst rhabdomyosarcoma (RMS) is the third most common solid tumour in children, congenital RMS of the tongue is extremely rare and usually present as painless progressive mass since birth (Dagher and Helman in Oncologist 4:34-44, 1999; Childs and Goudy in Int J Pediatr Otorhinolaryngol 5:126-128, 2010). In neonates, presentation with respiratory distress is unexpected as neonates are preferential nasal breathers and restricted oral breathing due to tumour usually poses no problem. We herein report a case of rhabdomyosarcoma of the tongue with co-existent unilateral choanal atresia, presenting with respiratory distress. The baby developed upper respiratory tract infection following which developed severe respiratory distress. Airway symptoms were precipitated as there was combined obstruction of both the nostrils due to infection or adenoid enlargement and unilateral chonal atresia. Treatment of respiratory distress in the presence of RMS and bilateral nasal pathology must first prioritise the security of the airway, before taking a multi-factorial approach to the therapy of the lingual mass (Childs and Goudy in Int J Pediatr Otorhinolaryngol 5:126-128, 2010). This case illustrates the importance of vigilance with respect to coexistent nasal pathology, in order to avoid the occurrence of complete airway obstruction. We therefore feel that any diagnosis of lingual RMS should warrant a formal examination of both nasal cavities.
Introduction
Rhabdomyosarcoma (RMS) is the third most common solid tumour [1] in children accounting for 60 % of paediatric sarcomas. The head and neck are the most common sites of involvement [2, 3] . Congenital RMS of the tongue is extremely rare. Here, we present a case of congenital RMS of the tongue with unilateral chonal atresia leading to respiratory distress.
Case Report
A 25-day old male baby presented with a lobulated mass of size 5 9 4 9 4 cm arising from the anterior two-thirds of the tongue and respiratory distress. The size and location of the mass prevented the closure of mouth (Fig. 1) . The child was delivered by caesarean section at 36 ? 4 weeks of gestation and was asymptomatic except for a mass over the tongue which had gradually increased in size. The child developed progressively increasing respiratory distress for 2 days. At presentation child was febrile with tachycardia and tachypnea. There was nasal flaring, grunting, retractions and cyanosis with bilaterally decreased breath sounds. Nasal and oral suction was performed which revealed left choanal atresia and copious secretions completely plugging the right nostril. Intravenous fluids, broad spectrum antibiotics and supplemental oxygen by nasal cannula at 5 l/ min were started. The cyanosis and respiratory distress gradually improved over next few hours. Fine needle aspiration cytometry from the mass demonstrated the presence of a round blue cell tumour. Chest X-ray, Contrast enhanced Computerized Tomography examination of neck (for nodal status), abdominal ultrasound and bone marrow aspiration were normal. Complete excision of the mass with a 5 mm margin was performed. Histopathological examination showed embryonal rhabdomyosarcoma with negative margins (Fig. 2a, b) . The child was regularly followed up and continues to be asymptomatic at 3 year follow up with appropriate developmental milestones (Fig. 3 ).
Discussion
RMS of the tongue is a very rare entity. Whilst RMS is the third most common non-haematological solid tumour of infancy (behind Wilms' tumour and neuroblastoma) two of the largest studies looking at RMS, identified only 7 and 3 cases respectively that involved the tongue [3, 4] . Respiratory distress and difficulty in feeding are the two ways in which RMS of the tongue may present [5, 6] . However, in the neonate, presentation with respiratory distress is unexpected (Table 1 ). This is due to the fact that neonates are preferential nasal breathers, due to the relatively large size of their tongue, which thus abuts the hard and soft palates [7] . In our case, RMS of the tongue, presenting with respiratory distress is very suggestive of co-existent nasal pathology. RMS is considered to be a small round blue cell tumour of childhood, and may be further classified histopathologically into four broad groups-embryonal, alveolar, pleomorphic or botryoid, or anatomically-orbital, parameningeal and non-orbital non-parameningeal [8] . Lingual tumours fall into the last category, which has a better prognosis, and lower association with invasion of the CNS [8] . In terms of the demographic affected, there is a bimodal distribution of ages, with an initial peak between 2 and 5 years of age, and a subsequent peak at 10-19 years [9] .
The limited number of cases makes it neigh on impossible to make a formal association between choanal atresia. However, it is worth bearing in mind that choanal atresia is the most common congenital pathology of the nasal cavities in infancy [2] with over 50 % of cases presenting unilaterally [10] . Infants with choanal atresia have difficulty breathing via their nostrils, with oral breathing only really occurring when the infant cries. A patient normally presents within the first 18 months of life, complaining of difficulty feeding and nasal discharge. Obviously oral breathing is restricted in the case of tongue RMS, and if this is combined with an obstruction of the contralateral nostril due to infection or adenoid enlargement, airway symptoms may be precipitated as occurred in our case. Treatment of respiratory distress in the presence of RMS and bilateral nasal pathology must first prioritise the security of the airway, before taking a multi-factorial approach to the therapy of the lingual mass. Whilst rhabdomyosarcoma of the tongue with co-existent choanal atresia is a very rare entity, this case illustrates the importance of vigilance with respect to co-existent nasal pathology, in order to avoid the occurrence of complete airway obstruction. We therefore feel that any diagnosis of lingual RMS should warrant a formal examination of both nasal cavities. Excision with post-operative chemotherapy Gupta et al. [9] Case report 2.5 year boy, with a 8 9 6 9 10 cm embryonal RMS Near total excision with follow up chemotherapy Cirocco et al. [12] Case report 10 month girl with a 4 9 3 cm embryonal RMS
Triple agent chemotherapy-vincristine, actinomycin D, cyclophosphamide and Glossectomy Skelton and Goodwin [5] Case report 6 9 5 9 5 cm mass on tongue diagnosed antenatally Debulking surgery, chemotherapy, and proposal for complete excision after further chemotherapy
Mohan and Lal [13] Case report Congenital embryonal rhabdomyosarcoma of the tongue.
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